The technique of breast augmentation by means of injection of paraffin wax, first suggested by Gersuny in 1903, has largely been abandoned. Kay & Saad (1983) reported a case of paraffinoma of the breast in a male transsexual. We present a patient who illustrates the terrible consequences of augmentation mammoplasty by this method.
Case report A 51-year-old Chinese woman presented with a 6-month history of a painful, ulcerating right breast. Thirty years previously, following imprisonment during the Chinese Civil War, circumstances resulted in her being drugged and her breasts forcibly injected with wax to improve her contours and thus her commercial value. She developed septicaemia as a result of this and an urgent left mastectomy was performed. Her remaining right breast became very hard over many years and became painful prior to presentation.
Physical examination showed the patient to be distressed by a painful, foul-smelling mass which replaced the right breast and apparently infiltrated both clavicular heads and supraclavicular nodes ( Figure 1 ). An old mastectomy scar was noted.
On clinical grounds a diagnosis of advanced breast carcinoma was made and a tissue diagnosis sought by Tru-Cut biopsy of the main mass and excision of more peripheral nodules. Arrangements were made for daily dressings, a search for metastases was started and systemic treatment initiated with tamoxifen 10 mg twice daily. The subsequent biopsy report, however, indicated foreign body reaction only. After several weeks there was no improvement and a toilet mastectomy was performed to relieve symptoms. At operation the breast needed to be carved off the chest wall, with some difficulty. The breast was infiltrated throughout with a hard waxy substance which melted from the heat of the diathermy. There appeared to be no end point to the wax which extended into the neck, axilla and chest. The defect was considered unsuitable for immediate skin grafting and a Eusol pack was placed over the wound to await the formation of granulation tissue. ' Although the patient was much improved by the mastectomy, infection persisted and several more operations were necessary to attempt to clear the wax and to allow split-skin grafts to be applied. Although largely successful, final healing was prevented by further pockets of infected wax which were demonstrated by CT scan to be arising from the retrosternal area. The patient declined further surgery to this, being happy with the result obtained.
Pathology.' When the breast was opened it was found to be replaced by yellow, greasy, fibrous tissue. Close inspection of the cut surface showed a honeycomb pattern due to numerous tiny spaces. Histological sections showed extensive, dense hyaline connective tissue arranged in a whorled pattern around tiny cavities ( Figure 2) . These areas contained partially calcified, spherical particles which represented the remnants of the infected foreign material. X-ray diffraction analysis failed to identify this material. The breast was sampled extensively and there was no evidence of any malignant lesion. The nipple and major ducts were histologically unremarkable.
Discussion
Although breast augmentation by injection has been widely practised in the Orient, cases are now rare in Europe. The incidence of complications is unknown, as are the number of injections performed. Materials used are generally mixtures of silicones and oils or waxes, the formulations being designed to produce inflammation in the tissues and thus a permanent result (Ortiz-Monasterio & Trigos 1972) . The advantages claimed for injection rather than insertion of an implant are the avoidance of unsightly scars and the relative ease of the procedure. Although the initial results are promising, in the long term none of the materials used has proved to be satisfactory Complications described (Boo-Chai 1969) are extravazation of material along the injection tract, migration of wax resulting in the formation of daughter nodules, inflammatory reactions to the material resulting in pain, erosion through the breast with sinus formation and even fatal fat embolism (Tinckler & Stock 1955) .
Oleogranulomata may simulate tumours in sites other than the breast (Symmers 1955) . Perianal lesions may result from injection of haemorrhoids or from the packing of abscess cavities with paraffin gauze. Although these lesions clinically resemble carcinoma, they are benign. Difficulty in diagnosis may result in radical surgery being performed in an attempt to eradicate a lesion that is only rarely associated with a carcinoma. Usually, however, extensive surgery is necessary merely to deal adequately with an infected mass.
Fortunately, oleogranuloma of the breast is now a rare condition. Although clinically resembling a carcinoma, associated malignancy is very rare. Extensive infiltration of the tissues with wax, followed by infection, makes adequate surgery to relieve symptoms exceedingly difficult and the prospects for reconstruction very poor. Our patient is very happy with her progress. Her chest wound one year after presentation, although largely healed, occasionally breaks down as further loculi of infected wax come to the surface to discharge. No further elective surgery is planned.
